A 48-year-old man was referred to the constipation clinic for the evaluation of defecation difficulty. He was diagnosed with incomplete spinal cord injury at the level of C5 3 years ago. On admission, he reported one bowel movement during the previous 7 days. He complained anal pain, anxiety, dyspnea and headache which were developed only during defecation episode. He also presented with pale and cold feet and numbness of lower extremities. Colonoscopy and abdominal computed tomography showed unremarkable findings. Anorectal function tests were performed for the evaluation of difficulty in defecation. He was not able to expel a rectal balloon containing 150 mL of water. Barium defecography showed typical findings suggestive of non-relaxing puborectalis syndrome. Total colon transit time was 68.4 hours. In the high-resolution anorectal manometry (HR-ARM; ManoScan, Sierra Scientific Instruments, Los Angeles, CA, USA) examination with balloon expulsion, mean resting anal pressure (69.3 mmHg) was intact but maximum squeezing pressure (95.4 mmHg) was low. During defecation, paradoxical anal contraction with inadequate propulsive force (type II pelvic floor dyssynergia; mean intrarectal pressure 7.1 mmHg, mean residual anal pressure 67.1 mmHg) was noted. The rectoanal inhibitory reflex was developed at rectal balloon dilatation of 20 mL. Interestingly, rectal balloon inflation with more than 180 mL of air caused similar difficulties with defecation as well as paradoxical anal contraction ([Figure A](#f1-jnm-20-271){ref-type="fig"}). In general, there was an increase in anal relaxation with raising degree of rectal inflation in a constipated patient ([Figure B](#f1-jnm-20-271){ref-type="fig"}). The relief of rectal inflation resulted in the complete resolution of these symptoms. Although these findings are not specific to the autonomic dysfunction, the patient was diagnosed as autonomic dysreflexia (AD) with the help of neurologic consultation.

AD occurs up to 90% of people with upper thoracic (above the neurologic level of T6) and cervical spinal cord injury.[@b1-jnm-20-271] Although it can be asymptomatic or less severe in a patient with incomplete spinal cord injury,[@b2-jnm-20-271] the signs and symptoms of AD generally include a sudden increase in blood pressure, altered heart rate (reflex bradycardia), anxiety, blurred vision, headache, flushing and sweating (above the level of injury).[@b3-jnm-20-271] Bladder and bowel irritations are the most common causes of AD. Gastroenterologists need to be aware of the condition and typical HR-ARM findings compatible with AD.
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![Effects of rectal distention in high-resolution anorectal manometry in a 48-year-old male with autonomic dysreflexia (A) compared to that in a 48-year-old female (B) without autonomic dysreflexia. During rectal distention, a patient with autonomic dysreflexia showed increasing degree of paradoxical anal contraction (red arrow), while a patient without autonomic dysreflexia showed increasing degree of anal relaxation (blue arrow).](jnm-20-271f1){#f1-jnm-20-271}
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